P
harmacy now has manslaughter charges to con sider as a consequence for medication errors. As the outcome of a pharmacist's mistaken dispens ing of warfarin (Coumadin) for prednisone and the resulting death of patient Iris Hemmelman, the prece dent has been established (State of Idaho v. National Prescription Services, Inc., aka Medco). Insofar as is known by pharmacist-attorneys reviewing this case, it represents the first time manslaughter charges have been filed in a situation involving a medication error. This makes it a criminal offense instead of a civil or administrative sanction; the ultimate sentence in many states could be a severe fine and a long prison term. Prior to this, pharmacists faced a charge of negligence, which encompasses malpractice.
When I started this series of editorials in January of this year, I had no idea it would develop into a review of current events that will probably bring about signifi cant changes in pharmacy. 1 ' 2 The Medco case has caused many concerns to surface and has caught the attention of all elements of pharmacy.
In November 1987, 70-year-old patient Iris Hemmelman's prescription for prednisone was filled in error with warfarin by a pharmacist-employee of National Prescription Services, Inc., of Las Vegas, Nevada. This mail-order pharmacy is owned by Medco (see page 170). Hemmelman, who lived in Princeton, Idaho, had her prescriptions filled by mail at this facility because it was required by her husband's insurance plan. From Decem ber until her death on January 28, 1988, Hemmelman exhibited various symptoms of toxicity (e.g., abdominal cramps, bleeding gums, bruising), but the possibility of warfarin poisoning was not considered because there was no therapeutic reason for her to be receiving the drug. Hemmelman's cause of death was reported as a massive acute hemorrhage of the right cerebral hemisphere; her blood contained a toxic level of warfarin.
There is an interesting aside to the case. After the patient died, her warfarin tablets were released to her physician. The physician's nurse, not wanting what she thought was prednisone to go to waste, took the tablets home and gave them to her husband, who used the tab lets over a period of about two weeks. He had consumed approximately 25 tablets by the time it was discovered that they were warfarin, not prednisone. A check of his prothrombin time indicated evidence of warfarin toxic ity.
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